Three specimens of urine (Simpson and Thompson, 1977) were tested, with the reagent kits supplied by Ames Co., Slough, UK, by the staff of 66 ward and clinic side rooms in the Western District of Glasgow. The staff were asked to perform only those tests which they would normally carry out onasamplefrom a patient in that ward or attending the clinic. The results were compared with those obtained in the laboratory using the same type of test kit and following the package insert instructions. Of the 198 sets of results (66 reports on each of the three urines), only 38 were in complete agreement with the laboratory results.
Three specimens of urine (Simpson and Thompson, 1977) were tested, with the reagent kits supplied by Ames Co., Slough, UK, by the staff of 66 ward and clinic side rooms in the Western District of Glasgow. The staff were asked to perform only those tests which they would normally carry out onasamplefrom a patient in that ward or attending the clinic. The results were compared with those obtained in the laboratory using the same type of test kit and following the package insert instructions. Of the 198 sets of results (66 reports on each of the three urines), only 38 were in complete agreement with the laboratory results.
A hospital, and two private clinics. These results suggest that urinalysis is not performed any more accurately in the acute teaching hospital than in the psychiatric hospital where urine analysis was performed sometimes as infrequently as once a year. Several discrepant results were reported by the antenatal clinic where one might have expected the staff to have considerable expertise. A further 84 positive results were missed because the particular test was not carried out; as this was a consequence of policy rather than inaccuracy, these are not included in the Table. The most common positive notfound (80%) was a non-glucose reducing sugar. It appears that many units (especially in group II) tested for a reducing substance only if a positive urine glucose had been obtained. The detection rate of reducing sugars (including glucose) was 40% and of non-glucose reducing sugars only 13 %. This is not an adequate procedure as pregnant patients, paediatric patients, and patients receiving parenteral nutrition may lose large quantities of non-glucose sugars in their urine which would not be detected.
A previous survey of routine ward and clinic urine testing for protein and glucose in a UK teaching hospital revealed that two-fifths of all proteinurias and half of the glycosurias were not detected (Kirkland and Morgan, 1961 No. of No. offalse No. of No. offalse No. of No. offalse No. of No, offalse No. of here suggest that there has been an improvement in the performance of routine hospital analysis in the past one and a half decades.
In a more recent survey of urine analysis methods used in 35 Israeli laboratories (Assa, 1977) no falsepositive results were reported, although many of the methods were found to be inaccurate and others obsolete. All but three false-negative results were attributable to the nature of the lyophilised material used as a urine specimen. In this survey the assays were 'performed by senior technicians, experienced for many years in urinalysis'. We would suggest that much of the difference we found in the urine analysis performance compared with that found in this latter report reflects the differences in training and experience in the staff performing the tests. Improvement, therefore, could be encouraged by the laboratory staff expressing a greater interest in train-Technical note ing in urine analysis, by establishing ward policy with regard to the tests performed, and, perhaps, by providing some form of quality control for the wards and clinics of the hospitals they serve.
We thank all the ward and clinic staff who took part in this survey for their co-operation.
